INTRODUCTION
Trade in traditional plants in Nigeria is cultural based. It is not limited to ethnic group systems. It is accessible to all cultures existing in the country. However, the uses of traditional plants are greatly influenced by traditional beliefs practised in the realm of rituals, magic and religion [Osemeobo 2005a ]. Rituals are believed to enforce achieving cure. Medicinal plants in this study refer to plants that can both be used for healing and cultural ceremonies and festivals. It is widely believed that plants suitable in traditional medicine must have roots in the traditional cultures that were pivoted in myths and folklores. As a result, plants commonly used for cultural development are the ones used for traditional medicine [Posey, 1999 , Osemeobo, 2009a . There is therefore no clear cut difference between medicinal plants and plants used for cultural practices. In most communities, plants and animals not suitable for cultural practices are generally not used in traditional medicine [Osemeobo and Omeni, 2008] .
Trade in traditional medicine has thrived in Nigeria because of push factors motivating huge acceptance by the people: (i) easy to access, cheapness, respect and privacy in treating patients [Sofowora, 1993] ; (ii) application of trado-medical therapy for treatment of diseases and sickness that could not been treated in orthodox hospitals (multiple bone fractures, delayed labour in women) [NPC, 2000] ; (iii) conformity with traditional culture based in taboos restricting traditional office holders from being treated by strangers [Chambers, 1999] particularly members of the opposite sex [Senanayake, 1999] ; (iv) high overhead costs in attending orthodox health centres in distance places; (v) poor infrastructure (inadequate beds, drugs, medical officers, water and electricity) in most orthodox hospitals [UNSN, 2001] ; and hostile attitudes of some medical workers to patients from rural areas.
Medicinal plants in the country are mainly collected from natural forests. They generate a vigorous volume of economic activity by meeting traditional medical requirements of over 124 million people on regular basis [Osemeobo, 2008] . The collectors of medicinal plants from the forests are driven by profits with no regards for the conservation of species and habitats [Osemeobo, 2005b] . Poor management practices have made the resource base for the supply of medicinal plants fragile. Access to the forests by herbal collectors is under inferior land use rights. Under inferior user rights, a holder: (i) could be asked to withdrawal from collecting medicinal plants without prior notice, (ii) must renew permits to collect plants from landholding communities on seasonal basis and (iv) could be denied access to the forests anytime even within the period covered by permits [Osemeobo, 1993] .
Over the past 15 years, decreasing supply of medicinal plants generated gaps in the traditional health care system and reduced incomes to healers [Osemeobo, 1991] . Even under this scenario, the forests are harvested beyond their carrying capacities because annual supply of medicinal plants form the forests is less than what the forests can regenerate within the same period. High demand of medicinal plants encouraged intensive and extensive harvest of choice species which has created serious concerns for species and habitat conservation [Osemeobo, 2001] . Rareness of some medicinal plants that are central to medical preparations (Acanthospermum hispidum, Vernonia amygdalina, Gloriosa superba,Psychotria vogelii, Aldornea cordifolia, Cissus arabides, Costus afer, and Cyclosonus afer) has increased prices in local markets [Osemeobo, 2009a] . Unfortunately, destructive harvesting practices (de-barking, cutting of roots of plants, uprooting herbs and seedlings and harvesting of flowers and immature fruits) contributed to die-back of species in natural forests (Pipper guineense, Baillonella toxisperma, Ricinus communis and Xylopia aethiopica) thereby hampering the flow of materials from the forests to sustain trade in medicinal plants [Osemeobo, 2001] . Unfortunately, lack of spatial data on trends of medicinal plant trade appeared to have closed up the opportunity for stakeholder motivation in commercial cultivation of high valued medicinal plants [FME, 2003] . These deep rooted cultural practices have largely impacted the supply and demand chains of medicinal plants [Osemeobo, 2009b] .
OBJECTIVES
The objective of this study was to assess traditional practices that impact trade in medicinal plant within the rainforest of Nigeria. Specific objectives were to:
1. Identify and evaluate traditional practices in the management of the forests for commercial supply of medicinal plants; and 2. Examine how traditional practices can accommodate the conservation of medicinal plants.
METHODOLOGY

The study areas
The study has a spatial focus on the rainforest zone of Nigeria located between latitudes 4° 30 ' N and 7° 30 ' N; and between longitudes 2°30 ' E and 9° 30 ' E ( Fig. 1 ).
Sampling
All the ten state capitals located within the rainforest zone of Nigeria were used for data collection. These were Abeokuta, Ado-Ekiti, Akure, Benin, Calabar, Enugu, Ibadan, Oshogbo, Owerri and Uyo. In each state capital, a reconnaissance survey was conducted and one open market where medicinal products were sold was randomly selected for data collection.
Data collection
The data on which this study was based were collected between April 2009 and February 2010. Data were derived from 110 stakeholders including: plant collectors, sellers, middlemen and traditional healers using a structured questionnaire (Appendix 1).
Physical observations were conducted in the open markets while discussions were held with groups of stakeholders. Medicinal plants were traded in products classified into four main types: reproductive propagules (flowers, fruits, seeds and nuts); vegetative structures (leaves, stems, roots and barks); whole plants (herbs) and plant exudates (gums and resins). Forty five marketable plant species and their products were observed during the survey.
RESULTS AND DISCUSSION
Land tenure and access to medicinal plants
Access to medicinal plants was determined by the land tenure system in vogue. Land tenure was the institutional arrangement guiding the ownership, allocation, control and use of land. The indigenous land ownership was communal made up of families with common ancestors or historically aligned. Families enjoyed clearly defined spatial user rights over different parcels of land common to them within the general land holding system. Access to medicinal plants under the communal land tenure system was free to members of a land holding family by birth or long settlement and through permits to nonmembers of land holding communities.
Analyses of the data in Table 1 
Traditional forest management
The forests where medicinal plants are harvested were grouped into three: privately owned, stool forests and community owned. The privately owned forests (with owner-user rights) and the stool forests (with exclusion rights) appeared to favour biodiversity conservation. The owner-user rights were exercised in privately owned fallow lands. Plants of socio-cultural and economic values were protected as long as the land remained in fallow. Respondents claimed that about 25% of medicinal plants on trade were derived from privately owned fallow lands on which access to other members of the community was excluded. The exclusion rights reduced the number of people who were allowed to gain access to resources devoted for specific community uses. The forests under the exclusion rights were stool forests: sacred grooves, bad bushes and royal forests managed through closed season and open season for those that enjoyed sequential rights of access. Transfer rights on these forests were forbidden to assure the stability of biological resources. According to respondents, only about 5% of medicinal plants in trade were supplied from these forests.
About 70% of medicinal plants were harvested from community forests. Table  2 presents respondent opinions on the causes of breakdown of regulations in community forests. The main reasons for poor management of community forests in Table 2 was due to the fact that: (i) the management system was being eroded by free-rider issues caused by: land fragmentation for agricultural production (26.4%); (ii) poor monitoring of the forests: there were no paid guards to monitor the forests hence regulations could not be fully enforced (26.4%); (iii) communities were loosing court cases against violators of community regulations (25.3%); and (iv) community disputes over boundaries of settlements were common and these created gaps in forest control (21.9%). Besides these factors, the forests under effective control of communities were becoming too small for effective management. Fig. 2 was derived from the data in Table 2 , and it presents the graphical illustration of the main causes of breakdown of community forest management which were mainly administrative laxity -the absence of forest patrol guards and land tenure issues that led to land fragmentation. (Fig. 3) . 
Traditional practices and medicinal plants
Respondents in this survey indicated that the traditional practices influence uses of commercial based medicinal plants. Table 4 presents the views of respondents on the status of each of the 45 species in regular trade within the rainforest areas of Nigeria and revealed that: (i) habitat loss is the main impact of traditional practice on the medicinal trade (36.2%). This was followed by over harvesting of medicinal plants (35.4%) and extirpation of medicinal plants from the forests (28.4%).
(ii) Extirpation of species was an indication decline while habitat loss crated instability in the medicinal plant trade. (iii) Over harvesting of medicinal plants was an issue that had reduced the rate of species regeneration in natural forests.
POLICY IMPLICATIONS
The forests supplying medicinal plants were fragile and in decline. The traditional practices put in place to manage the forests are failing: regulations were difficult to enforce; management practices aimed at conserving the forests are broking down; and access rights is becoming a mere routine. Within the framework of these practices, the ecology of medicinal plants within their habitats is not promising for their domestication for the market: they are characterized with slow growth rate, irregular flowering and fruiting within and between species, low viability of seeds, scanty fruits, high rate of seed infestation on the forest floor and wide spread of stranglers on seedlings under canopy opening required for regeneration of seedlings in the forest floor [Lamprecht, 1978] .
Challenges of in situ conservation of the species are an uphill task especially under difficult tenure regimes in place. Even in the face of these setbacks, ex situ conservation among stakeholders of medicinal plants is not bright. Many farmers are not motivated to raise market based medicinal plants in gardens due to financial constraints, lack of technical and silvicultural knowledge of plants and inadequate access to land [Osemeobo, 1990a] . Besides these are lack of infrastructures on which domestication of medicinal plants can be based. Policydecision makers can solve the problems by providing resources to: (i) document keystone species of medicinal plants in each ecological zones and their distribution status and uses; (ii) stimulate the interests of farmers to encourage them integrate growing of medicinal plants into the traditional farming system [Osemeobo, 1990b] 
